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Standards-BasedManagement and RecognitionThe Standards-Based Management and Recognition (SBM-R; Jhpiego, Baltimore, MD, USA) approach to quality im-
provement was developed by Jhpiego to respond to common challenges faced by health systems in low-resource
settings, including poor pre-service education, lack of resources for conventional supervisory models, and weak
health information systems. Since its introduction in Brazil in 1997, SBM-R has been implemented in approximately
30 countries and continues expanding to newplaces and servicedelivery areas. The present article: (1) describes key
steps in the SBM-R methodology focusing on provider performance assessment using evidence-based standards;
and (2) presents examples of improvements in provider performance in maternal, newborn, and child health care
following SBM-R implementation derived from routine program data, quasi-experimental evaluations, and in-
depth case studies. SBM-R incorporates evidence-based methods that are known to have positive effects on
healthcare quality, including audit and feedback, educational outreach visits, and checklist usage; however, further
rigorous research is needed to document the population-level impacts of the SBM-R approach.
© 2015 Published by Elsevier Ireland Ltd. on behalf of International Federation of Gynecology andObstetrics. This
is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Background
Since its establishment 40 years ago, Jhpiego has worked to
strengthen educational approaches and systems in reproductive,mater-
nal, and primary care in low-resource countries. In the last 15 years,
Jhpiego’s scope has expanded beyond the preparation of competent
health providers to improving the performance of theseworkers to pro-
duce effective, quality services for clients. To contribute to this quality
improvement aim, Jhpiego developed an intuitive but innovative ap-
proach called Standards-Based Management and Recognition (SBM-R;
Jhpiego, Baltimore, MD, USA) that was ﬁrst implemented in Brazil in
1997. Here, we describe key steps in the SBM-R methodology and pro-
vide illustrative examples of improvements in provider performance
in maternal, newborn, and child health (MNCH) care that have been
documented to help demonstrate the impact of the SBM-R approachet, Baltimore, MD 21231, USA.
chea).
behalf of International Federation ofon service delivery. SBM-R has been adopted by facilities and facility
networkswith large catchment populations, creating the potential to af-
fect quality of care on a relatively large scale.
2. The SBM-R methodology
SBM-Rpertains to the group of quality approaches that pursues basic
standardization of services as an initial step in quality. It starts with the
provision of recommended standards of care (including inputs and pro-
cesses) as a point of reference for facility staff and managers to identify
gaps in performance. Although most quality improvement approaches
share common elements (e.g. the Deming improvement cycle: plan-
do-check-act), they also have differences. Some approaches focus on
problem-solving and continuous improvement, whereas others pro-
mote the standardization of processes to achieve regularity in service
provision [1]. SBM-R, as well as other commonly used approaches
such as accreditation, pertains to the latter group of quality approaches.
SBM-R consists of systematic utilization of detailed performance stan-
dards for rapid and repeated assessments of health facilities, includingGynecology and Obstetrics. This is an open access article under the CC BY-NC-ND license
Fig. 1. The Standards-Based Management and Recognition (SBM-R process). Reprinted
with permission from Necochea and Bossemeyer [14].
Box 2
Sample Standards-Based Management and Recognition (SBM-R) stan-
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with these standards; implementation of corrective interventions; and
rewarding of achievements through recognition mechanisms.
The SBM-Rmodel was designed to confront key realities in the health
systems of many resource-constrained settings. In these settings, pre-
service education curriculamaynot cover the full rangeofMNCHservices,
so quality assurance and supervision approaches must simultaneously
function as in-service training, not only telling health workers what to
do, but how to do it [2–5]. Conventional supervisory models using exter-
nal supervisors also operate intermittently at best, owing to challenges
such as understafﬁng in management cadres and lack of transportation
resources [3,6]. Likewise, a “push” approach to the allocation anddistribu-
tion of the critical resources needed for the efﬁcient and effective provi-
sion of services is often inadequate, so a “pull” effect is also needed from
health workers who are already knowledgeable about their particular
needs [7,8]. Health management information systems (HMIS) in these
settings are frequently too weak or disjointed to collect meaningful indi-
cators with the periodicity or speciﬁcity needed for targeted quality im-
provement activities [9,10]. Finally, as in all settings, health workers are
more likely to accomplish their tasks satisfactorily if they are engaged
and motivated; however, many conventional supervisory approaches
are focused on the attainment of service targets without addressing or
supporting the morale of health providers themselves [11,12].
Box 1 and Fig. 1 describe the key steps of the SBM-R methodology,
which begins with the development of evidence-based and informative
performance standards. Unlike many other quality improvement ap-
proaches, a cornerstone of SBM-R is not only providing a methodology
but also generating the content that guides the improvement process,
embodied in the performance standards. These standards incorporate
evidence-based practices from a technical perspective as well as an em-
phasis on care that respects clients’ rights, dignity, and cultural prefer-
ences. SBM-R standards address “pathways of care,” or the key steps for
the provision of distinct types of health services, in a holistic manner in-
stead of focusing on interventions in isolation. As a result, the standards
encourage support systems that aim to create an organizational culture
of quality and ultimately make improvements more sustainable. Typical-
ly, programs implementing SBM-R identify between 5–25 performance
standards per health service area, each with speciﬁc tasks that translate
into veriﬁcation criteria. The number of veriﬁcation criteria per standard
has ranged from as few as two to more than 35. Box 2 provides a sample
SBM-R performance standard and its veriﬁcation criteria.
SBM-R employs a systematic change management process to
achieve desired improvements in quality of care. Once performance
standards are identiﬁed, they are then used in performance assessment
tools that can be scored to express performance in quantitative terms.
These tools can be used for self, peer, internal, and external assessmentsBox 1
Key steps in the Standards-Based Management and Recognition (SBM-
R) methodology.
• Set standards of performance.
• Organize these standards into a checklist tool that can be
used for performance assessment.
• Implement the standards through an initial assessment, mea-
suring performance and pinpointing gaps in compliance with
standards.
• Develop action plans to correct these gaps by addressing all
performance factors in a comprehensive way.
• Measure progress through repeated periodic assessments,
mainly internal, at each participating facility using the same
checklist tool.
• Recognize achievements, both fulfilling the action plans and
improving compliance with performance standards.at the facility level (sometimes including representative users of health
services) to enable the identiﬁcation of performance gaps, i.e. lack of
compliance with standards. Because SBM-R assessment tools distill
and summarize standards for health services, they can also serve as
job aids and support for on-the-job learning. Following an assessment,
local health teams andmanagers can analyze the causes of gaps and de-
velop action plans to implement appropriate interventions to correct
them, considering potential contributing factors such as: lack of knowl-
edge and skills; inadequate existence of equipment, supplies, and other
resources or policies; and lack of motivation. While each local initiative
will have different improvement targets, the SBM-R methodology gen-
erally encourages facilities to achieve 80% or better compliancewith the
locality’s established performance standards.
Themotivational element of SBM-R, or recognition of achievements,
is the ﬁnal but deﬁning attribute of SBM-R, adapted from businessman-
agement theory [13]. Local health teams are encouraged to begin with
simple interventions in order to achieve early results that improve mo-
rale and create momentum for change, gradually acquiring or strength-
ening change management skills to address more complex gaps. Thesedard and its verification criteria.
Area: Pregnancy care
Performance standard: The facility conducts a routine rapid
assessment of pregnant women
Verification criteria:
Observe in the reception area or waiting room if the person who
receives the pregnant woman:
• Asks if she has or has had:
○ Vaginal bleeding
○ Headache or visual changes
○ Breathing difficulty
○ Severe abdominal pain
○ Fever
• Immediately notifies the health provider if any of these
conditions is present.
Source: Necochea and Bossemeyer [14].
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other participating facilities. The sense of personal achievement,
growth, and responsibility in a job as well as gaining recognition from
stakeholders (e.g. clients, communities, institutional authorities) for
perceptible improvements are characteristic of the SBM-R process and
help make the process more acceptable to providers. SBM-R empower-
ment is achieved by the perception of improvements and also by having
standards that reassure providers/managers on evidence-based operat-
ing procedures. Knowing and havingmore control and responsibility for
changes enhances empowerment and thusmotivation. Partial improve-
ments are rewarded during the process through positive feedback and
social recognition (e.g. ceremonies or symbolic rewards). The achieve-
ment of compliance with standards by a facility is acknowledged
through broader recognition mechanisms that involve institutional au-
thorities and the community and can lead to certiﬁcation as a high
performing unit or center of excellence in health care. Even ﬁnancial re-
wards have been included in some SBM-R initiatives. Each facility keeps
graphs and other documentation about its performance at each point of
assessment, enabling the rapid identiﬁcation of additional areas that
need attention to be addressed in the next action plan. A SBM-R “ﬁeld
guide” provides further details about themany tools that have been de-
veloped to implement this methodology [14].
2.1. SBM-R focal area: Performance data collection
While the SBM-R process involves service data collection as well as
performance assessments, the present article focuses on results and
published ﬁndings related to SBM-R performance assessments. Service
data can be analyzed to determine the impact of SBM-R and to identify
causes of performance gaps, as described inmore detail in another pub-
lication [14]. As a part of the SBM-R process, all participating facilities
conduct periodic rapid assessments (usually every three to six months)
using tools based on the SBM-R standards. These are rapid assessments
that present only an approximate image of true facility performance on
any given occasion. But, because they can be conducted several times a
year at a relatively low cost, over time they provide a comprehensive
picture of provider performance and are useful to guide ongoing
decision-making by facility and service managers. These assessments
can be performed internally by facility staff, external supervisors, or
peers from other facilities, including national and subnational ofﬁcials
fromministries of health,management personnel fromhealth organiza-
tions, or other authorized individuals from the community [14]. Assess-
ments are primarily based on direct observation of provider practices or
of the facility’s infrastructure and operations. Interviews of health
workers and record reviews can also augment information obtained
through observations. Assessments of performance for procedures de-
livered by more than one provider are based on a small convenience
sample, covering just one to three procedures. While the time required
to conduct an assessment varies depending on the number of health
service areas covered, performance assessments at a facility using
SBM-R tools typically take from one half-day to two days. In several
countries, governments have tracked key indicators related to SBM-R
objectives at the population level. In these cases, Jhpiego staff have pro-
vided support for the strengthening of the local information systems
and/or signiﬁcant quality control of the data in countries such as
Mozambique, Guinea, Honduras, Peru, and Tanzania.
3. Results
3.1. Implementation of SBM-R
SBM-R interventions have been implemented in approximately 30
countries. Table 1 presents a summary of completed or ongoing SBM-
R interventions, showing the number and type of facilities involved, ser-
vices targeted, and progress in the achievement of speciﬁed standards.
This table shows that SBM-R has been used in facilities at differenthealth system levels across a wide range of technical areas, including
MNCH, HIV/AIDS, and primary care. The remainder of this section illus-
trates speciﬁc MNCH performance assessment results produced in a
sample of countries and technical areas and evaluates the evidence
that SBM-R contributes to improving quality of care at scale. SBM-R as-
sessments and routine program data (e.g. health service statistics) con-
sistently showmarked improvements over relatively short time periods
of six months to one year.
3.2. Improving adherence to performance standards
In Guatemala, a quality improvement initiative applied the SBM-R ap-
proach to improve maternal and newborn health services in 20 district
hospitals, 42 health centers, and 52 health posts (personal correspon-
dence, Oscar Cordon, Maternal and Neonatal Health Project Director,
2003). Fig. 2 shows substantial improvements in average facility perfor-
mance relative to baseline across a range of SBM-R standards at 11 health
centers that participated in an SBM-R evaluation. While no standard
reached the 80% target, performance increased from 2.5-fold to ﬁve-
fold within a year in basic maternal care; infection prevention; informa-
tion, education, and communication; material resources; and manage-
ment capacity. In these facilities, the SBM-R performance assessment
results were used to identify the technical areas needing more intensive
support. For instance, despite a ﬁve-fold increase from baseline, the pro-
vision of basic maternal care remained furthest from performance tar-
gets, leading to greater investment of resources in provider training and
other knowledge and skills interventions. While Jhpiego no longer has a
presence in Guatemala, the SBM-R approach has continued to be imple-
mented through the support of cooperating agencies.
3.3. Improving coverage with high-impact interventions and
patient outcomes
Improvements in patient coverage of high-impact MNCH interven-
tions can begin to be associatedwith achievement of performance stan-
dards measured through periodic assessments when coverage is
measured through facility routine service data collection. Fig. 3 com-
pares achievement of deﬁned child health performance standards
with major child health indicators at two time points, February and
November 2010, in 11 facilities participating in an SBM-R improvement
initiative in Yanaoca, Peru (personal correspondence, Eva Miranda,
Technical Advisor, Quality of Healthcare Project, 2013). A 33% overall
improvement in adherence to deﬁned SBM-R standards was concurrent
with an increase in the percentage of children at these facilities docu-
mented as receiving growth monitoring (33% to 83%) and vaccination
(41% to 85%), aswell aswith amodest increase in proportion of children
assessed as well-nourished (58% to 66%). Because of these improve-
ments and those obtained in other areas of the country using the
SBM-R approach, Peru’s Ministry of Health, in an ofﬁcial resolution, for-
mally adopted SBM-R as a national approach to improving performance
in health care [15].
Similarly, in Honduras, the SBM-R process provided the opportunity
to introduce and track implementation of high-impact interventions
such as active management of the third stage of labor (AMTSL) and a
shift away from routine episiotomy at six hospitals in two regions (per-
sonal correspondence, Gloria Fajardo, Technical Advisor, Maternal and
Neonatal Health Project, 2003). Baselines were conducted between
August 2001 and January 2003 because the SBM-R process was phased
in at different times in different hospitals. Fig. 4 provides data for the last
fourmonths of 2003, illustrating the rapid adoption of appropriate prac-
tices following SBM-R assessments and action plandevelopment. Before
the SBM-R process was implemented, no deliveries were covered with
AMTSL, and episiotomies were performed in all cases. By the end of
2003, AMTSL was nearly universal (89.7% of deliveries), and episiot-
omies were being performed in less than half of deliveries (41.4%).
Table 1
Country experiences applying the Standards-Based Management and Recognition (SBM-R) methodology.a
Country Years Technical areas Number and type of facilities Progress on Standardsb
Afghanistan 2007–2012 DM, EPI, TB, FM, FP, IMCI, IPC, ANC,
PNC, L&D, LC, SNB, BCC
281 BHC, 195 CHC, 28 DH Baseline: 26%
Final: 80%
Angola 2008–2011 ANC/MiP 2 MH, 40 HC, 14 HP Baseline: 6–47%
Final: 82–100%
2006–2011 ANC, L&D, Immunizations, IMCI, general Luanda: 47 HC
Huambo: 33 HC,
66 HP
Baseline: 25–30%
Final: N65% for all facilities
Benin 2006–2012 Integrated RH and HIV 14 HC Baseline: 4–38%
Final: 67–95%
Brazil 1996–1999 RH-FP 9 HC Baseline: 18–57%
Final: 62–95%
Côte d’Ivoire 2008–2013 PMTCT, ARV 35 DH & HC
(urban and rural)
Baseline: Not available
Final: 83–89%
Equatorial Guinea 2011–2012 MNH 3 DH Baseline: 10–32%
First: Not available
Second: 39–44%
Ethiopia 2011–2014 MNH 12 Hospitals,
104 HC
Baseline: 28%
First: 52%
Second: 71%
Ghana 2011–2014 Community-based health services 61 CHPS 30% improvement over baseline in 1 year for
18 CHPS assessed (2013 data)
Guatemala 2001–2003 MNH 20 DH, 42 HC,
52 HP
Baseline: 14–20%
Final: 43–88%
Guinea 2009–2014 EmONC, FP, IPC 27 DH, 15 HC Baselines: 9–65%
Latest (2013): 46–96%
Honduras 2001–2004 MNH 2 RH, 4 DH Baseline: 11–27%
Final: 62–75%
India 2011–2013 PSE 60 NS Baseline: 17–45%
Final: 47–89%
PPFP/ PPIUCD 38 DH&HC Baseline average: 42%
Final assessment average: 79%
Indonesia 2012–2013 MNH, IP, clinical governance,
referral systems
23 DH, 94 HC,
10 district referral systems
Baseline (DH): 24–36%
Final (DH): 51–84%
Baseline (HC): 23–39%
Final (HC): 72–76%
Jamaica 2002–2004 HIV-CT 14 HC Baseline: 15–60%
Final: 33–98%
Kenya 2008–2012 PMTCT 8 PH, 23 DH, 4 MiH, 7 HC Baseline: Not available
Final: 54–80%
2012 FP 11 DH, 2 MiH, 3HC Baseline: Not available
Final: 40–80%
Malawi 2006–2014 IPC, M&RH (ANC, L&D, PNC, FP, STI,
PAC, CECAP, PMTCT)
28 DH, 32 HC Baseline: Data to come
Latest (2013):18 DH achieved N80% in IPC; 4
DH achieved N80% in M&RH
Mozambique 2004–2014 IPC 46 CH/GH/PH/DH, 102 HC Baseline: 12–42%
Latest (2013): 26–92%
2008–2014 Patient safety 68 CH/GH/PH/DH Baseline: 42–46%;
Latest (2013): 76–84%
2008–2014 PSE 15 PSE Baseline: 36–55%;
Latest (2012): 49–94%
2009–2014 MNH 3 CH, 7 PH, 5 GH, 33 DH, 47 HC Baseline: 34%
Latest (2013) assessments: 60%
Nigeria 2007–2009 MNH 6 GH Baseline: 0–25%
Final: 77–100%
2010–2012 Sokoto State: MNH, FP, CH 17 GH Baseline: 4–33%
Final: 22–56%
Bauchi State: MNH, FP, CH 23 GH Baseline: 6–23%
Final: 45–98%
Pakistan 2004–2006 FP 48 Private sector providers Baseline: 15%
Final: 64%
2006–2010 PHC 122 PHCF Baseline: Not available
Final: Average of 30 PHCFs improved from
14% to 56% in 20 months;
average of 59 PHCF improved from 7% to
30% in 8 months
Paraguay 2011–2012 MNH 2 RH, 4 DH Baseline: 21–46%
Latest: 26–65%
Peru 2009–2012 BEmONC, CH 117 BEmONC, 239 CH Baseline (BEmONC): 36–92%
Final (BEmONC): 49–98%
Baseline (CH): 38–72%
Final (CH): 59–87%
Tanzania 2008–2014 BEmONC 21 RH, 233 HC Baseline: 20–68%
Latest (2013): 53–76%
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Table 1 (continued)
Country Years Technical areas Number and type of facilities Progress on Standardsb
Zambia 2007–2011 ART & PMTCT 8 HC (ART), 14 HC (PMTCT) Baseline (ART): 21–80%
Final (ART): 52–92%
Baseline (PMTCT): 5–86%
Final (PMTCT): 43–86%
Zimbabwe 2010–2012 MNH 17 OH, RuH, RHC, PC Baseline: 9–54%
Latest (2012): 26–87%
Technical area abbreviations: ANC: prenatal care; ARV/ART: anti-retroviral therapy; BCC: behavior change and communication; BEmONC: basic emergency obstetric and neonatal care;
CECAP: cervical cancer andprevention; CH: child health; DM: drugmanagement; EmONC: emergency obstetric andneonatal care; EPI: expandedprogramof immunizations; FM: facilityman-
agement; FP: family planning; HIV-CT: HIV counseling and testing; IMCI: integrated management of childhood illnesses; IP: infection prevention; IPC: infection prevention and control; LC:
labor complications; L&D: labor and delivery; MiP: malaria in pregnancy; MNH: maternal and newborn health; M&RH: maternal and reproductive health; PAC: postabortion care ; PHC: pri-
mary health care; PMTCT: prevention ofmother-to-child transmission (of HIV); PNC: postnatal care; PPFP/PPIUCD: postpartum family planning/postpartum intrauterine contraceptive device;
PSE: pre-service education; RH: reproductive health; SNB: sick newborn; STI: sexually-transmitted infection; TB: tuberculosis.
Facility type abbreviations: BHC: basic health center; CH: central hospital; CHC: comprehensive health center; CHPS: community-based health planning and services; DH: district hospital;
GH: general hospital; HC: health center; HP: health posts; MH: municipal hospital; MiH: mission hospitals; NS: nursing school; PC: polyclinic; PH: provincial hospital; PHCF: primary
healthcare facilities; RH: regional hospital; RHC: rural health center; RuH: rural hospital.
a SBM-R has also been implemented in Guyana (CECAP) and Liberia (PSE); however, assessment data are not available. SBM-R has recently been implemented in Bangladesh, Uganda,
and South Sudan but these are new programs with data that are not yet available.
b SBM-R performance scores are represented as a percentage of the total possible performance. If a single value is reported, it is an average across facilities and standards/topics unless
otherwise speciﬁed. “Final” is deﬁned as the end of Jhpiego data collection but not necessarily the end of SBM-R data collection.
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age of SBM-R maternal health standards that were related to prenatal
care, deliveries, and complications were concurrent with reductions in
the number of maternal complications andmaternal deaths at a region-
al hospital in Tanzania (personal correspondence, Dustan Bishanga,
October, 2013). As performance onmaternal health standards increased
from 43% at baseline in 2009 to 83% to an interim assessment in 2011,
the number of maternal complications (postpartum hemorrhage, pre-
eclampsia/eclampsia, and ruptured uterus) declined from 14 in 2010
to 10 in 2011, and the number of maternal deaths declined from 14 in
2009 to 4 in 2010. Although these numbers are too small tomake statis-
tical inferences, they circumstantially suggest a reduction in adverse
health outcomes.
3.4. Systematic evaluations and implementation case studies—facility
capacity and health worker performance
Because the results presented above do not include a comparison
group and thus could be related to factors external to the SBM-R inter-
vention, Jhpiego has implemented more rigorous evaluations in0
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Fig. 2. Achievement of Standards-Based Management and Recognition (SBM-R) maternal
and newborn care standards in 11 health centers: Guatemala, 2001–2002.Zambia, Malawi, and Afghanistan using quasi-experimental designs
with intervention and comparison groups of facilities. The selection of
countries for these studies was based on feasibility, including the avail-
ability of suitable comparison facilities and funding sources.
One systematic evaluation focused on the use of SBM-R for the
prevention ofmother-to-child transmission of HIV (PMTCT) and prenatal
care in Zambian defense force facilities between August 2010 and
December 2011. The evaluationmatched four intervention and four com-
parison facilities and found statistically signiﬁcant improvements in pro-
vider performance at intervention sites on the following PMTCT and
prenatal care performance standards, when compared with changes at
comparison sites: family planning counseling (34% to 75%, P= 0.026);
HIV testing during return prenatal care visits (13% to 48%, P = 0.034);
and HIV/AIDS management for HIV-positive mothers during prenatal
care that did not include anHIV test (1% to 34%, P=0.004) [16]. Improve-
ments in provider performance at intervention sites on overall prenatal
care skills were not signiﬁcant.
Another systematic evaluation that took place in Malawi in 2009
compared the quality of reproductive health services and found that
the eight intervention facilities implementing SBM-R were more likely
than the eight comparison facilities to have the needed infrastructure,
equipment, and supplies to offer evidence-based prenatal care and fam-
ily planning services. The evaluation also showed that achievement of
performance standards was signiﬁcantly higher in the intervention fa-
cilities than comparison facilities for postnatal care and family planning
services [17]. Of the 120 family planning veriﬁcation criteria developed
speciﬁcally for this comprehensive study, themean number achieved by
intervention facilities was 89.0 (74%), compared with 70.5 (58%) for
comparison facilities (P b 0.01). Of 200 postnatal care veriﬁcation
criteria, the mean number achieved by intervention facilities was
144.2 (72%), compared with 135.2 (68%) for comparison facilities
(P b 0.01). There were no signiﬁcant differences between intervention
and comparison facilities achievement of standards for prenatal care
or labor and delivery care.
Finally, a systematic evaluation of an SBM-R intervention to improve
maternal health services in 31 facilities in Afghanistan showed that, in
the areas of prenatal care and family planning, provider performance in
intervention facilities improvedwith longer exposure to the intervention
as well as in relation to the comparison group [18]. Mean scores for pre-
natal care performance, measured by the percentage of tasks achieved
during clinical observations, were 47% for the comparison group, 56%
for the beginning SBM-R group, and 71% for the advanced SBM-R group
(P b 0.05). Mean scores for family planning performance were 57%, 68%,
and 77%, respectively, for these same groups (P b 0.05). There was no
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Fig. 3. Achievement of Standards-Based Management and Recognition (SBM-R) child health standards and coverage of interventions at 11 facilities: Peru, 2010.
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care. The evaluation showed that client-provider communication and cli-
ent satisfaction signiﬁcantly improved with increased duration of the
SBM-R intervention and relative to comparison groups.
Jhpiego has also conducted implementation case studies in a few
countries to further explore the qualitative effects of SBM-R. One of
these examined the PROQUALI reproductive health project in Brazil in
1999, which was the ﬁrst introduction of SBM-R in that country in ﬁve
pilot clinics [19]. The case study observed that although SBM-R was
labor-intensive, it improved compliance with standards of care through
its self-assessments. In particular, the SBM-R tools identiﬁed perfor-
mance gaps and contributing factors not previously perceived in the
clinics and overcame them through teamwork and improved allocation
of resources such as staff, commodities, and educational materials.
A second case study assessed the use of SBM-R for accreditation of
community midwifery schools in Afghanistan and showed that SBM-R
assessmentswere systematically applied to improve adoption of recom-
mended processes and practices at participating schools [20]. Three
schools received essentially no external technical assistance owing to
insecurity or funding limitations but, “because of the detailed nature
of the assessment tools and the interaction with other schools andFig. 4. Changes in episiotomies and coverage of active management of the third stage of
labor (AMTSL) at six hospitals: Honduras, 2003.colleagues,” [20] they were able to improve educational performance
and achieve accreditation status.
4. Discussion
SBM-R provides a rapid and feasiblemethodology to enable facilities
to understand their service quality and implement solutions to address
problems. Through this aggregate collection of program data, quasi-
experimental evaluations, and implementation case studies from a
number of countries, it is evident that SBM-R leads to improvements
in provider compliance with performance standards andmight be asso-
ciated with improved coverage of high-impact MNCH interventions for
clients of facility services. Routine SBM-R assessments, though partially
self-reported, generally document improvements in provider adher-
ence to best practices and improvements in facility infrastructure and
operations. The results of the quasi-experimental studies that compare
changes between intervention and control groups or between baseline
and post-intervention data provide even stronger evidence of the posi-
tive effects of SBM-R. Finally, in-depth case studies reveal how these
improvements are achieved, through repeated assessments, better
communication among providers, and development and application of
action plans. By triangulating the patterns that emerge from these mul-
tiple methodologies, it is possible to assert a causal relationship that
holds for real-world settings [21].
While the full details of the quasi-experimental studies are reported
elsewhere, it is important to note that these studies used representative
random sampling and well-trained, unbiased assessors. The results of
such studies generally showed less dramatic changes in overall skills im-
provement than the assessment-based data; however, improvements
were statistically signiﬁcant for many skills. The difference in magnitude
between routine SBM-R assessments and quasi-experimental studies of
SBM-R effects could be due to differences in measurement methods,
quality of assessors, and sampling methods, or they could be due to the
different contexts in which each were performed.
Programdata fromPeru, Honduras, and Tanzania further suggest that,
in addition to improving provider practices and quality of care, SBM-R
could be associated with improvements in intermediate and long-term
health outcomes, such as lower episiotomy rates, improved child nutri-
tion, and fewer maternal complications and deaths. The Afghanistan
quasi-experimental study builds upon these ﬁndings by identifying a
linkage between implementation of SBM-R and improvements in client
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care quality [22]. The fact that SBM-R was adopted by external stake-
holders in Afghanistan, and also in Peru and Guatemala, appears to indi-
cate sustainability, yet sustainability remains an ongoing challenge in
other countries.
This collective presentation of the results of SBM-R interventions,
using a wide variety of analytical approaches, is particularly meaningful
because of the inherent difﬁculties in demonstrating the direct impact
of quality improvement initiatives on health outcomes. Raven et al. [23]
analyzed the methodologies and tools used in 34 articles and reports on
quality improvement inmaternal and newborn care in low-income coun-
tries and concluded that, while there is emerging evidence to suggest that
quality improvement interventions lead to demonstrable changes in care
practices, most included reports did not offer detailed information on
how to implement quality improvement methods and did not articulate
howdocumented improvements occurred. Other recent studies on the ef-
fectiveness of several quality-related approaches such as accreditation
[24], supervision [25], and quality improvement collaboratives [26,27]
have also shown limited or disappointing results. The lack of positive at-
tribution does not, however, mean that such attribution cannot be
made, just that common experimentalmethodsmight not sufﬁce. Quality
improvement programs are evolving in a changing economic, social, and
political climate and use interventions that focus on complex adaptive so-
cial systems, so their activities might have a synergistic effect rather than
an effect on individual clients, and their outcomesmight therefore need to
be studied from the perspectives of different parties [28].
Although the experimental evidence regarding the impact of quality
improvement interventions on practice improvement is limited, other
systematically-collected evidence regarding the effects of SBM-R can be
found in research on component approaches that are embedded within
the SBM-R methodology. The audit and feedback process, for example,
which is routinely practiced in SBM-R after assessments are implement-
ed, has shown small improvements in practice [29]. Similarly, educational
outreach visits, which are part of the SBM-R external assessments, have
resulted in small but consistent improvements in service delivery [30].
Checklists, an essential feature for tracking SBM-R standards and veriﬁca-
tion criteria, have been associated with improved practices in maternal
and newborn health [31]. The one approach that has not yet yielded evi-
dence on improved outcomes is self-certiﬁcation of the use of process
standards [32]. Every effort should be made to track patient outcomes
as part of quality improvement program evaluations, including evalua-
tions of SBM-R, recognizing that accuratemeasurement of such outcomes
is challenging in low-resource settings.4.1. Strengths and limitations
The results in the present article have some important limitations.
Most of the sources fromwhich these data were drawnwere able to doc-
ument changes in adherence to SBM-R standards, but few were able to
track changes in patient outcomes. The suggested associations between
improved SBM-R assessment results and improved health outcome re-
sults based on health service statistics may not be completely reliable be-
cause of the shortcomings of routine information systems; however,
those programs made special data quality assurance efforts to overcome
these issues. In some countries, the national government, Jhpiego, and
donor partners have worked to revise data registries. In others, program
staff have performed data quality checks or supported sentinel sites for
in-depth data collection. While the quasi-experimental studies are de-
signed with careful data collection practices from the start, their small
sample sizes might limit the generalizability of reported results.
Themany strengths of the SBM-R approachmitigate these limitations
and support further evidence generation. SBM-R does not focus on a sin-
gle intervention, but instead on a set of services and a systems approach
to facility readiness. While complex improvements across an array of
topics are more difﬁcult to implement than single-intervention pro-
grams, such coordinated efforts can help reduce artiﬁcial, unsustainable
improvements in performance; it is easier to temporarily comply with a
single practice than with a complex set of interventions. The improve-
ments reported in SBM-R assessments are afﬁrmed by systematic studies
that used quasi-experimental designs and external data collection. Even
though most of the results presented relate to provider adherence to
best practices, and not directly to patient outcomes, they begin to show
that performance of those best practices result in speciﬁc health out-
comes when reliably implemented.5. Conclusions
This broad survey of SBM-R initiatives and results demonstrates that
the SBM-R approach has consistently contributed to improvements in
provider performance of MNCH service delivery. The SBM-R methodol-
ogy facilitates rapid action to correct service gaps and has shown to be
helpful in promoting a culture of standardization, continuous measure-
ment, and recognition of achievements. The spread of SBM-R to and
within many countries suggests that it has a high level of system-wide
acceptability, though this reach has been inﬂuenced by donor invest-
ment. The large number of facilities that are now successfully applying
S24 E. Necochea et al. / International Journal of Gynecology and Obstetrics 130 (2015) S17–S24SBM-R shows its potential as a method that can be used to improve
quality at scale. As a result, SBM-R should be part of the array of quality
improvement options considered in low-resource settings, particularly
where the adoption of evidence-based practices is inconsistent and
health systems are weak. Further effort is needed to strengthen docu-
mentation of the results of SBM-R implementation, including the effect
of SBM-R on key indicators of patient outcomes and population-level
changes. As with other quality improvement approaches, SBM-R will
beneﬁt from the growing trend towardmore robust implementation re-
search and evaluation methods.Conﬂict of interest
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